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Postgraduate Medical Education 


By JOSEPH BANK, M. D., PHOENIX 


The demand and participation of physi- 
cians in postgraduate medical education has 
grown rapidly in 
recent years. In or- 
der to analyze and 
evaluate the multi- 
ple factors involved 
in this type of medi- 
cal education, the 
American Medical 
Association en- 
dorsed a two and a 
half year survey, 
the results of which 
are now appearing 
in a series of arti- 
cles in the Journal. 

There are many 
problems to be con- 
sidered in order to make postgraduate train- 
ing most effective and available. One of these 
is the distance physicians must travel to 
teaching centers with consequent loss of time 
from practice. The most desirable courses 
are the short courses, about one week in 
duration. In an area like the Southwest, 
medical centers are located at great distances 
from physicians offices. To the majority of 
physicians in this area the necessary time 
involved in long distance travel to medical 
centers is disproportionate to the compara- 
tively brief period of instruction. 


Dr. Bank 


Educational Facilities 


It is for this reason that the educational 
facilities provided by meetings like the an- 
nual convention of the Southwestern Medical 
Association are of especial value. In this 
three day conference the teachers are 
brought to the students. The practicing phy- 
sician is brought in contact each year with 
successive groups of leaders in American 


medicine who possess unusual qualifications 
as teachers. In addition to instruction, the 
physician obtains inspirational values from 
personal contact with the visiting instruc- 
tors. The material is presented in the form 
of lectures and panels for the most part. In 
addition, seminars are held in smaller groups 
where “brain-picking” may be conducted in- 
formally. Direct contact with questions and 
answers is of inestimable value to the prac- 
ticing physician who may acquire in minutes 
information unobtainable in hours of read- 
ne ~ get a view of material not yet pub- 
ished. 


Two Hour Seminar 


An example of this method of instruction 
was the two hour seminar given by Doctor 
Lester Dragstedt to about twenty surgeons 
during the meeting of the Arizona State 
Medical Association just concluded in Tuc- 
son. Here, seated around a table, a personal 
interview was conducted between the physi- 
cians and one of the authorities on the sur- 
gery of gastroduodenal ulcer. The discussion 
period was supplemented with a sound film. 
The interplay of ideas between the members 
of the group went a long way toward the 
ultimate solution of the problem under dis- 
cussion. Many medical educators believe the 
seminar method to be the most effective form 
of pestgraduate education. 

The Southwestern Medical Association 
hopes to have another successful conference 
devoted to postgraduate instruction this year. 
It will be held in Phoenix, November 16, 17 
and 18. It will present to the doctors of this 
area foremost authorities in various fields 
of medicine. It would be well for every physi- 
cian to plan for time out during this period 
and take advantage of the opportunity that. 
comes to his doorstep. 
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Notes from the meeting of the American College of Physicians Thirty Sixth 
Annual Session - Philadelphia, Pennsylvania, April 25 - 29, 1955. 


In the panel on hypertension, moderated 
by Dr. Garfield Duncan, the long term value 
of the hypotensive agents was discussed. One 
member of the panel reported a marked de- 
crease of malignant cases of hypertension 
seen in his clinic. He reported that the num- 
ber of cases seen in his clinic had dropped 
from 77 cases seen in one year to a total 
of five cases seen the past year. He felt that 
this decrease was due to the more general 
usage of hypotensive drugs. 


In discussing the ganglionic blockers, it 
was pointed out that hydralazine (Apreso- 
line) had been shown in laboratory experi- 
ments to counteract a tensive substance 
found in the blood of some hypertensive 
patients, whereas the other drugs tried would 
not. Also hydralazine is unique in that it 
dilates the renal vessels while lowering the 
blood pressure. Clinically the dosage used 
was 25 to 50 mg. three or four times daily. 
Very little toxicity resulted from the small 
doses used and were reversible in most 
instances upon withdrawal of the drug. How- 
ever, careful and adequate follow-up on all 
patients was repeatedly emphasized. 


Hexamethonium 


Hexamethonium is recommended in acute 
emergencies; i.e. subarachnoid hemorrhage 
or disecting aneurysm with high blood pres- 
sure, as hexamethonium intravenously pro- 
duces more rapid response than pentolinium 
(Ansolysen). A newer shorter acting com- 
pound for sach cases was mentioned as hav- 
ing shown a possibly better survival rate 
and will soon be available for general clinical 
use. 


For oral long term therapy, Ansolysen 
was preferred. It was pointed out that varia- 
tions in response depend on many factors, 
such as salt intake, constipation, diuresis, 
vomiting or diarrhea. 


Finally, it was stressed that abandonment 
of treatment in patients was extremely dan- 
gerous in that patients may abruptly go 
into failure and expire. Again, careful follow- 
up and careful instruction of patients was 
stressed. 


By JAcK A. BERNARD, M. D., EL PAso 


In the panel session on Ballistocardiogra- 
phy with moderator Dr. Benjamin Baker, Jr., 
there was considerable discussion whether 
the instrument was ready for general clinical 
use. It was pointed out that present machines 
and methods are very crude but improve- 
ments are rapidly being made. It was felt 
that the method was very useful and helpful 
in investigating the ‘effects’ of various vaso- 
dilators and other cardiac drags; for exam- 
ple, to test the effects of nitroglycerin and 
other newer vasodilators, and also digitalis. 
The most dramatic effect is produced by 
recording the effect of cigarette smoking in 
coronary patients. . 


In the panel on Diabetes with Dr. Arthur 
R. Colwell, it was noted-that NPH has re- 
placed Protamine Zinc Insulin in most in- 
stances. Lente is interchangeable with NPH. 
Being free from foreign protein, it is less 
allergic with less frequent local reactions, but 
still there is an occasional patient sensitive to 
Lente. 

The question was asked whether a patient 
with a fasting blood sugar 150-200 but nega- 
tive urines should take insulin, and the an- 
swer was in the affirmative. 


Masked Pernicious Anemia 


Dr. Conley (New Developments in the Di- 
agnosis and Treatment of Pernicious Ane- 
mia) discussed the occurrence of neurologic 
manifestations—subacute combined degener- 
ation—in cases of masked pernicious anemia 
patients who had been taking vitamins with 
folic acid. They may even show a normal 
blood and bone marrow. Improvement oc- 
curred with huge doses of parenteral Bie. 

His group has treated pernicious anemia 
patients satisfactorily on oral Biz: 3,000 to 
10,000 micrograms initially and 1,000 micro- 
grams for maintenance, but he advises par- 
enteral therapy. 


Dr. Polley (Chronic Hypercortisonism) 
suggested that the following maintenance 
dosage is recommended to avoid chronic hy- 
percortisonism: Children, less than 10 mgm. 
(Continued on page 273) 
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APHORISMS and MEMORABILIA 


Truths and Concepts Concerning the Cardiovascular System 
By ANDREW M. BaBEY, M.D., LAS CRUCES, N. M. 
(Continued) 


23. “Of all the ionic alterations encoun- 
tered in man, those due to potassium have 
the most pronounced effects on the heart.” 
Bernard Lown and Samuel A. Levine, loc. 
cit., p. 820. 


24. “A profound relation exists between 
digitalis and potassium. Digitalis affects the 
potassium concentration of the myocardial 
cell. There is general agreement that toxic 
doses of digitalis liberate potassium from 
heart muscle.” Bernard Lown and Samuel 
A. Levine, loc. cit., p. 820. 


25. “It has been reported that potassium 
salts also eliminate the symptoms of over- 
dosage and rapidly promote a sense of well- 
being in patients with digitalis poisoning.” 
Bernard Lown and Samuel A. Levine, loc. 
cit., p. 820. 


26. “There is evidence that during the 
development of failure potassium is lost from 
the body The decrease in potassium 
is most marked in the chambers of the heart 
that are failing The edematous pa- 
tient who has been on rigid salt restriction 
for a long time is more likely to respond to 
mercurial agents with increased potassium 
diuresis. The patient with advanced failure 
is therefore more likely to experience serious 
losses of potassium The protracted 
administration of ammonium chloride by it- 
self may result in potassium depletion 
It has been demonstrated, however, that the 
loss of potassium significantly affects the 
body’s threshold to the toxic action of dig- 
italis and may be an important cause for the 
rising incidence of digitalis toxicity.” Ber- 
nard Lown and Samuel A. Levine, loc. cit., 
p. 820-821. 


27. “The postmercurial redigitalization 
phenomenon may be defined as a state of 
increased myocardial sensitivity to the toxic 
properties of digitalis resulting from a neg- 
ative potassium balance precipitated by diu- 
retic therapy. In its presence digitalis should 
be discontinued and potassium administered 
by mouth until the evidence of overdosage 
disappears. Serious disturbances of rhythm 
and even death will be prevented if diuretics 
are withheld when the patient gives any 
evidence of digitalis intoxication.” Bernard 
Lown and Samuel A. Levine, loc. cit., p. 823. 


28. “When the serum potassium level is 
depressed, even small amounts of digitalis 
can prove fatal.” Bernard Lown and Samuel 
A. Levine, loc. cit., p. 823. 


29. “It can be concluded that dogs depleted 
of potassium respond to digitalis in a man- 
ner similar to that observed in the cardiac 
patient in failure: there is a significant re- 
duction in the dose that will cause intoxica- 
tion; toxicity once produced is of prolonged 
duration, and there is an appearance of mul- 
tifocal ventricular rhythms.” Bernard Lown 
and Samuel A. Levine, loc. cit., p. 824. 


30. “A slow irregular ventricular rhythm 
with intraventricular block and atrial paral- 
ysis strongly suggests potassium poisoning.” 
Bernard Lown and Samuel A. Levine; loc. 
cit., p. 826. 


31. “When the ventricular rate of a pa- 
tient with longstanding fibrillation acceler- 
ates and regularizes after a diuresis or an 
increased dose of digitalis, tachycardia with 
block should be suspected.” Bernard Lown 
and Samuel A. Levine; loc. cit., p. 832. 


32. “...that treatment should not be de- 
layed and that, for the purpose of initiating 
therapy, the results of the blood culture 
should be eliminated from the criteria for 
the diagnosis of subacute bacterial endo- 
carditis.” Maxwell Finland, The New En- 
—" Journal of Medicine, March 11, 1954, 
p. 422. 


33. “The risk of having an attack of sub- 
acute bacterial endocarditis after any single 
tooth extraction in a susceptible patient with 
cardiac disease is approximately 1:533.” M. 
Finland, loc. cit., p. 425. 


34. “When a diagnosis of a splenic ab- 
scess is made or suspected in a patient under 
treatment or after therapy for baterial en- 
docarditis, splenectomy may be a useful and 
even lifesaving procedure.” M. Finland, loc. 
cit., p. 426. 


35. “We believe that most cases of refrac- 
tory heart failure will be found to fall into 
two groups. There is the group in which the 
heart disease has progressed to a point where 
cardiac output has fallen so far as to be in- 
adequate to maintain sufficient renal func- 
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tion. This is the terminal phase in the natural 
history of the heart disease. There is the 
other group in which one may have failed 
to recognize associated and complicating 
factors which may be brought under control. 
One cannot overemphasize the importance of 
thyrotoxicosis in this respect. Constrictive 
pericarditis is one of the conditions which 
is often overlooked. Primary hepatic or renal 
disease not uncommonly complicates the 
picture. One should of course mention the 
fact that before the patient is regarded as 
truly refractory, it is imperative to examine 
and re-examine the total regimen of treat- 
ment to insure that the various measures 
have been adequately applied.” Hugh Luckey, 
The American Journal of Med. January, 
1954, p. 120-121. 


36. “It is not always easy to interpret a 
two-step or anoxemia test. Mere changes 
in heart rate can bring about changes in the 
ventricular gradient of a normal heart with 
depression of the RS-T segment and/or 
inversion of the T wave. It requires con- 
siderable experience or a better skill in the 
measurement of the gradient than most of 
us possess to be able to evaluate minor 
changes. Consequently one is frequently 
forced to report the test as inconclusive or 
doubtful.” H. Levine; American Journal of 
Medicine, Sept., 1953; p. 352. 


37. “The cure rate in enterococcal endo- 
carditis now approximates that obtained in 
endocarditis caused by penicillin-sensitive 
streptococci.” J. E. Geraci and W. J. Martin; 
Circulation; August, 1954; p. 190. 


38. “Inasmuch as enterococcal endocar- 
ditis follows urologic procedures quite fre- 
quently, it is recommended that all such pa- 
tients with or without a heart murmur be 
given a million units of penicillin and 1 Gm. 
of streptomycin or dihydrostreptomycin 
every 12 hours beginning the day before 
operation and continuing postoperatively un- 
til the day after the urethral catheter has 
been removed. We have not known enterococ- 
cal endocarditis to complicate urologic ma- 
nipulation when this antibiotic prophylactic 
program has been followed.” J. E. Geraci 
and W. J. Martin; loc. cit.; p. 191. 


39. “Life Insurance experience indicates 
that applicants with the Wolff-Parkinson- 
White syndrome are not standard risks in 
that their mortality rate is approximately 
three times the normal.” L. Wolff; Circula- 
tion; Aug. 1954; p. 290. 


40. “We think that operations on the 
mitral valve for any reason but the relief 
of symptoms are not justified.” W. G. Bige- 
low and W. F. Greenwood ; The Surgical Clin- 
ics of North America — 1954; p. 877. 
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41. “It was decided that as a general rule 
operation should be done as early as pos- 
sible in pregnancy so that the patient would 
be well recovered from the operation by the 
time pregnancy imposed a load on the heart.” 
Bigelow and Greenwood; loc. cit.; p. 879. 


42. “There appears to be no evidence that 
a diastolic murmur along the left sternal 
border, unaccompanied by a big left ventricle 
or a wide pulse pressure, will in any way 
adversely affect the result of the operation.” 
Bigelow and Greenwood; loc. cit.; p. 880. 


43. “Thus if other factors are favourable, 
moderate enlargement does not exclude a 
patient as a candidate for surgery.” Bigelow 
and Greenwood; loc. cit.; p. 881. 


44. “Systolic expansion of the left atrium 
as judged by movement of the barium-filled 
oesophagus in the right anterior oblique view 
is an unreliable sign of mitral regurgitation.” 
Bigelow and Greenwood; loc. cit., p. 881. 


45. “Procaine is used only locally on the 
heart or intravenously in cases of marked 
myocardial irritability. We now consider 
procaine administered intravenously to be 
a dangerous myocardial depressant in pa- 
tients with advanced disease and very large 
~~: Bigelow and Greenwood; loc. cit.; 
p. 


46. “There remains for consideration a 
group of patients destined to develop cardiac 
arrhythmia during operation in spite of a 
normal exercise tolerance, no aortic stenosis, 
and no heart block. Prophylactic quinidine 
has fallen from favor because of undesirable 
side effects and because of a growing con- 
viction that cardiac arrest in a quinidinized 
patient is especially refractory to restoration 
of cardiac rhythm by massage.” Champ 
Lyons; Surgery; February, 1954; p. 293. 


47. “Most cases of cardiac arrest de- 
scribed in the literature or that we have seen 
personally in the last two years, are due to 
ventricuiar asystole. A small proportion ap- 
parently does result from ventricular fibril- 
lation.” Paul M. Zoll; American Practitioner; 
Sept., 1954; p. 738. 


48. “But the general opinion seems to be 
that perhaps 90 per cent are due to ventric- 
ular standstill, a rather important point in 
considering how to treat the ” P. Zoll; 
loc. cit.; p. 738. 


49. “The major purpose for which we 
have used stimulating current so far has 
been in medical patients with Stokes-Adams 
disease. We have now treaied over 20 pa- 
tients with the repeated syncope of Stokes- 
Adams disease, and have produced effective 
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cardiac response in all but one patient.” 
P. Zoll; loc. cit.; p. 739. 


50. “Most of the patients we have had in 
this hospital who have had cardiac arrest 
from anoxia and who have been resuscitated 
have had severe cerebral damage. They died 
within a few days or months; in one instance 
one man lived on for four months in coma.” 
Bernard Briggs; loc. cit; p. 740. 


51. “Enlargement of both ventricles may 
be seen in large ventricular septal defects 
but is unusual in a small ventricular septal 
defect.”” Noble Fowler ;The American Journal 
of Medicine; September, 1954; p. 324. 


52. “Some patients with ventricular tach- 
ycardia are very sensitive and others exceed- 
ingly resistant to quinidine.” Harry Gold; 
The American Journal of Medicine; Septem- 
ber, 1954; p. 396. 


53. “When a daily dosage level around 3 
gm. is reached, it is well to check with the 
electrocardiogram, made after the total dose 
for that day, for prolongation of the QRS 
time. In some patients doses as high as 6 
gm. a day are tolerated without this effect 
but in others the spreading of the QRS time 
occurs fairly early.” H. Gold; loc. cit.; p. 397. 


54. “Impairment of intraventricular con- 
duction as shown by prolongation of the 
QRS time is one indication for interruption 
of the drug. We do not know exactly where 
to place the danger point and we have ar- 
bitrarily adopted the position that a prolon- 
gation of the QRS time to that of 0.12 second 
or more, the picture of bundle branch block, 
should not be allowed to continue. If this 
occurs before normal] rhythm is restored, it 
is safer to regard this as a therapeutic failure 
for quinidine.” H. Gold; loc. cit.; p. 397. 


55. “The appearance of any unexpected 
disturbance of rhythm during quinidine med- 
ication calls for at least temporary cessation 
of the drug and an electrocardiogram to as- 
certain the nature of the disturbance.’’ 
H. Gold; loc. cit.; p. 398. 


56. “The common E. C. G. changes due to 
digitalis — namely, depression of the S-T 
segment and inversion of the first part of 
the T wave — give no indication of whether 
the drug is being given in optimal dosage, 
and conversely severe digitalis poisoning 
may occur without these changes.” The Lan- 
cet; November 6, 1954; p. 956. 


57. “Patients with mild hypertension re- 
quire reassurance, and though perhaps kept 
under observation from year to year, they 
should not be infected with their physician’s 
anxiety.” British Medical Journal; Novem- 
ber 20, 1954; p. 1192. 
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Dr. Breck Named President 
of Bone and Joint Association 


Dr. Louis W. Breck of El Paso was named 
president of the Association of Bone and 
Joint Surgeons at a recent meeting in 

Norfolk, Virginia. 


A native E] Paso- 
an Dr. Breck at- 
tended college at 
Texas Western Col- 
lege and the Uni- 
versity of Chicago 
and received his 
. M.D. degree from 
Northwestern Uni- 
versity. 


He interned at El 
Paso General Hos- 
pital and St. Mary’s 
Help Hospital in 
San Francisco and 
for two years was 
assistant resident surgeon at San Quentin 
Prison. He followed this with a fellowship 
in orthopedic surgery at the Mayo Clinic in 
Rochester and set up practice in El] Paso 
in 1937. During World War II he served 
in the Army as chief of the orthopedic sec- 
tion of the regional hospital at Camp Swift, 
Texas, and was discharged as a lieutenant 
colonel. 


Dr. Louis W. Breck 


Dr. Breck is a diplomate of the American 
Board of Orthopedic Surgery. He is past 
president of the Texas Orthopedic Associa- 
tion and of the Southwestern Medical As- 
sociation. He is a member of the fracture 
committee of the American Academy of Or- 
thopedic Surgeons. He is managing editor of 
Southwestern Medicine. 


SOUTHWESTERN MEETING 
NOV. 16-18 IN PHOENIX 


Annual Conference of the Southwest- 
ern Medical Association has been sched- 
uled for November 16, 17 and 18 in 
Phoenix, Dr. Joseph Bank, Association 
president, has announced. 
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Dr. Earl L. Malone of Roswell, New 
Mexico, was elected president of the New 
Mexico Medical Society at the 73rd annual 
meeting of the Society in Albuquerque, May 
4 through 6. He succeeds Dr. John Conway 
of Clovis, New Mexico. 


Other officers elected at the meeting, 
which was held in conjunction with the 
eighth Rocky Mountain Medical Conference, 
were Dr. Stuart W. 
Adler, Albuquerque, 
president-elect; Dr. 
S. R. Ziegler of Es- 
panola, N. M., vice- 
president; and Dr. 
Lewis M. Overton, 
Albuquerque, secre- 
tary-treasurer. 


Dr. Wesley O. Con- 
nor of Albuquerque 
and Dr. James C. 
Sedgwick of Las Cru- 
ces were re-elected 
councillors. 


Born in Austin, 
Texas, in 1914, Dr. 
Malone attended Ros- 
well, N. M., schools, 
the University of 
Oklahoma and the 
University of Texas, 
and received his M.D. 
from Baylor College 
of Medicine in Dallas. 
He took his internship 
and residency at Scott 
and White Hospital 
in Temple, Texas. 


He began the prac- 
tice of medicine in 
Roswell as a general practitioner in 1942 
but he left Roswell eight months later to 
enter the U. S. Air Force as a flight sur- 
geon. He was in the service for three and 
one-half years, 18 months of which were 
served in the European Theater of Oper- 
ations. He emerged from the service with 
the rank of captain and resumed his prac- 
tice in Roswell. His associate in Roswell is 
Dr. F. R. Brown. 


Dr. Malone is vice-president of the South- 
western Medical Association and a past 
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president of the New Mexico Chapter of the 
American Academy of General Practice. He 
has served as chairman of the New Mexico 
Medical Society’s committee on public rela- 
tions and as chairman of the Society’s Board 
of Supervisors. He is a member of the Rotary 
Club, Sigma Nu Fraternity, Theta Kappa Psi 
Fraternity, Skull and Key, and the First 
Baptist Church of Roswell. He is married 
and has two girls and 
a boy. 


In a brief address 
on assuming the pres- 
idency, Dr. Malone 
quoted as follows 
from the Society’s 
constitution in ex- 
pressing the nature 
of his program for 
the coming year: 


Brief Address 


“The purpose of the 
New Mexico Medical 
Society shall be to 
federate and bring 
into one compact or- 
ganization the entire 
medical profession of 
the State of New 
Mexico, and to unite 
with similar societies 
of other states to 
form the American 
Medical Association ; 
to extend medical 
knowledge and ad- 
vance medical sci- 
ence; to elevate the 
standard of medical education, and to secure 
the enactment and enforcement of just medi- 
cal laws; to promote friendly intercourse 
among physicians; to guard and foster the 
material interest of its members and to 
protect them against imposition; and to en- 
lighten and direct public opinion in regard 
to the great problems of state medicine, so 
that the profession shall become more capable 
and honorable within itself, and more useful 
to the public, in the prevention and cure of 
disease, and in prolonging and adding com- 
fort to life.” 
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Special Picture Report 


NEW MEXICO STATE MEDICAL SOCIETY 
MEETING 


ELECT NEW OFFICERS 
FOR NEW MEXICO 
SOCIETY 
New officers for the New Mexico 
State Medical Society were elected 
at the annual meeting May 4-6 in 
Albuquerque. The new officers are, 
left to right: Dr. Stuart W. Adler of 
Albuquerque, president-elect; Dr. 
John Conway of Clovis, retiring 
president; Dr. Earl L. Malone of 
Roswell, new president; Dr. S. R. 
Ziegler, of Espanola, vice-president, 
and Dr. Lewis W. Overton of Albu- 

querque, secretary-treasurer. 


G P’S ELECT SLATE 
AT ANNUAL MEETING 


Officers for the New Mexico Chap- 
ter of the American Academy of 
General Practice were also elected 
at the Albuquerque meeting. Shown 
here, left to right, first row, are: 
Dr. Jose A. Rivas of Belen, vice- 
president; Dr. Albert M. Rosen of 
Taos, president; Dr. W.J.Hossley of 
Deming, president-elect; Dr. Junius 
A. Evans of Las Vegas, secretary; 
second row: Dr. E. Kay Bryan of 
Parkview, director; Dr. L. L. Daviet 
of Las Cruces, director, and Dr. W. 
H. Peacock of Farmington, director. 
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BETWEEN SESSIONS... 


Upper left: Mrs. S. F. Hutson of El Paso chats with Bob Hoover of Southwestern Surgical Supply (center) 
and Dr. George Richardson of Albuquerque. At the upper right, Lou Lagrave of Albuquerque (left), executive 
director of the New Mexico Physicians’ Service, stands by the progress report of the Physicians’ Service Plan with 
Dr. Edward Parnall of Albuquerque (center) and Dr. John F. Conway of Clovis, president of New Mexico Physi- 
cians’ Service and retiring president of the New Mexico State Medical Society. 


& 

Chatting between sessions at left were, — to right) David Brown 
Burroughs Wellcome & Co.; Dr. Frank Queen of University 
Oregon, a convention speaker, and Dr. tng B. Farley of Pueblo, Cols 
Above, at registration desk were Mrs. Harold J. Beck of Albuquerque a 
Mrs. Samuel J. Jelso, both of the Bernalillo County Medical Society Aux 
iliary together with Dr. Jelso. 


CONVENTIONS CAN BE FUN 


Smiling faces were apparent almost every 
where during the meetings. Upper left Dg 
George M. Schlenker of El] Paso, Dr. Georg 
J. Gore of Albuquerque (center) and Dg 
Jean Hess of Albuquerque. Left center show 
Dr. Wesley O’Connor, Dr. H. J. Beck and Dg 
C. M. Thompson, all of Albuquerque. Lowe 
left, Dr. and Mrs. H. M. Gibson of El Pas 
exchange pleasantries with Dr. Joseph Gor 
don of Albuquerque. Below, Dr. Jim C. Sedg- 
wick (left) of Las Cruces enjoys a laugh 
with Dr. Carl H. Gellenthien of Valmora 
N. M., immediate past vice-president of thé 
American Medical Association. 
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EXHIBITS... 


Dr. W. D. Dabbs of Clovis (left) and Dr. Al Haynes of Clovis (right) discuss new products with R. J. Friesen 
at the E. R. Squibb and Sons exhibit booth at left, while at right Ciba representative Doug Spencer of Albuquer- 
que chats with Dr. H. W. Hodde of Hobbs (right). 


The Lederle exhibit was a busy place. Sales Representatives W. S. Tuckey (left) and C. S. Serns (right), show 
que a products to Dr. Libby Marks and Dr. H. V. Beighley, both of Albuquerque. Upper right finds Dr. Guy Rader of 
Albuquerque and Dr. Ira Budwig, Jr. of El Paso and Dr. Albert S. Lathrop of Santa Fe looking at exhibit of 
Pulmonary Hyaline Membranes. Lower right Dr. Pete Starr of Artesia and Dr. Leland S. Evans of Las Cruces look 


OFF The Reservarion Cane 


Above left, R. Keith Milheim of Parke, Davis & Company talks shop with Drs. R. C. Bitterlich, R. R. Secrest and 
W. C. Peterson, all of Albuquerque. Above right, Dr. T. B. Hoover of Tucumcari (left) and Dr. Louis W. Breck 
of El Paso pause in front of the exhibit depicting off-reservation care of tuberculosis in the Navajo child. Below left 
Joe Lomiglio of Ayerst Laboratories (left) shows his exhibit to Dr. B. B. Wells, Creighton University medical 
professor, while A. E. Peterson of Ayerst looks on. Below right, Chet Cardell of Allied Medical Supply talks with Dr. 
E. Kay Bryan of Parkview, N. M. (right). 


at the exhibit of the New Mexico Chapter of American Academy of General Practitioners. ; 
1 Gor 
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AT CONVENTION EVENTS 


1. Dr. Robert E. Derbyshire of Santa Fe and Dr. 
J. A. Dillahunt of Albuquerque paused for a coke 
and chat with Mrs. Georgia Ritchey. 


2. Stopping at the registration desk was Dr. Roy 
R. Robertson of Albuquerque where Mrs. Suesanna 
Real (left) and Mrs. George Richardson were holding 
forth. In background is T. B. Moore of General 
Electric. 


3. Together in corner were Drs. H. C. Jernigan of 
Albuquerque, William I. Coldwell and W. P. Strate- 
meyer of El Paso. 


4. Dr. E. W. Lander of Roswell (left) and Dr. John 
J. Malee of Anaconda, Mont., president of Montana 
Medical Association. 


3. Ralph Marshall, executive secretary of New Mex- 
ico Medical Society, (right) checks convention detail. 


6. Dr. W. W. Kridelbaugh of Albuquerque (left), 
Dr. Frank B. Queen of University of Oregon Medical 
School (center), and Dr. J. C. Jones of Cody, Wyo. 


7. All Tulane Medical School grads are Dr. John 
Craig of Albuquerque, Dr. Bol Crossett and Dr. R. 
N. Caylor, both of E] Paso. 


8. Dr. Morton L. Dunkin of Albuquerque, Dr. L. J. 
— of Albuquerque and Dr. W. A, Jones of EI 
aso. 


9. Dr. Randolph V. Seligman of Albuquerque in a 
corner. 


° 10. Dr. L. R. Dragstedt of University of Chicago and 
Dr. William R, Oakes of Los Alamos. 
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Principal Speakers 


Principal speakers at the meeting were 
Dr. Phillips Thygeson of the University of 
California; Dr. L. Henry Garland of Stan- 
ford University; Dr. Frank B. Queen of the 
University of Oregon; Dr. Merl J. Carson 
of the University of Southern California; 
Dr. Lester R. Dragstedt of the University 
of Chicago; Dr. Harvey C. Slocum of the 
University of Texas; Dr. John DeJ. Pember- 
ton of the Mayo Clinic; Dr. William T. Foley 
of Cornell University; and Dr. B. B. Wells 
of Creighton University, Omaha. 


Mrs. George Turner of El] Paso, president 
of the Women’s Auxiliary of the American 
Medical Association, was principal speaker 
for the meeting of the auxiliary of the New 
Mexico Medical Society. Mrs. Turner is the 
wife of Dr. George Turner, past president 
of the Texas Medical Association. 


Dr. Rosen Named President 
of N. M. General Practitioners 


New officers elected at a meeting of the 
New Mexico Chapter of the American Aca- 
demy of General Practice were Dr. Albert 
M. Rosen, Taos, N. M., president; Dr. W. J. 
Hossley, Deming, N. M., president-elect; Dr. 
Jose A. Rivas, Belen, N. M., vice-president; 
Dr. Junius A. Evans, Las Vegas, N. M., 
secretary-treasurer; and Drs. E. Kay Bryan, 
Parkview, N. M., L. L. Daviet, Las Cruces, 
N. M., and W. H. Peacock, Farmington, N. M., 
all directors. Dr. Leland S. Evans of Las 
Cruces, N. M., was the retiring president. 


Dr. Evelyn Frisbie, who has practiced 
medicine in Albuquerque since 1911, was 
elected “doctor of the year” by the Society. 


Loss of Fluid During Work 
Until they become acclimatized to heat, 
persons doing hard work in hot environments 
may vaporize 10 to 12 liters a day. This 
sweat may contain as much as 75mEq of 
NaCl per liter. 


Antihistamines Mildly Diuretic 
Antihistamines have been found to be 
mildly diuretic. 


Salt Lost in Surgery 
It is often not realized that when a large 
volume of fluid is removed from the chest 
by thoracentesis, or from the abdomen by 
paracentesis, dissolved salt is being removed 
simultaneously. Administration of salt may 
be indicated in some of these patients. 
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Ob-Gyn; Surgery Sessions Set For 
El Paso Postgraduate School 


A session concerned in the morning with 
obstetrics and gynecology and in the after- 
noon with general surgery has been sched- 
uled by the El Paso Branch of the Postgrad- 
uate School of Medicine of Texas University 
Sunday, June 19, in the El Paso County 
Medical Society’s Turner Home, 1301 Mon- 
tana Street. 

Attendance by members of the American 
Academy of General Practice will give eight 
hours credit in graduate studies. 

Visiting lecturer at the morning session 
will be Dr. Felix Rutledge, Houston gynecol- 
ogist, who will discuss “Cancer and Gynecol- 
ogy.” Visiting lecturer for the afternoon ses- 
sion will be Dr. Howard T. Barkley, associate 
professor of clinical surgery, University of 
Texas, Houston, who will talk on “Cancer 
and General Surgery.” 

Dr. Ralph H. Homan of Ei Paso is assist- 
ant dean of the postgraduate school in 
charge of the El Paso Branch. 

Previous sessions of the Postgraduate 
School in El Paso have been attended by 
many physicians from Arizona and all parts 
of New Mexico as well as from West Texas. 
Physicians from Mexico are invited and have 
attended earlier sessions. 

; The program for the June 19 session fol- 
ows: 


Morning Program: Gynecology 
and Obstetrics 


A. Prenatal care 
Dr. Gray E. Carpenter, El Paso... 8:00 


B. Management of labor (prolonged) 


The Management of Erythroblastosis 
Dr. Clement C. Boehler, E] Paso 


Cancer and gynecology 


Dr. Felix Rutledge, Houston 
Obstetrical emergencies 


Dr. Robert J. Cardwell, El] Paso.......11:00 

These papers will be 40 minutes long and 
there will be about a 15-minute question and 
answer period and a five-minute break after 
each paper. 

Afternoon Program: General Surgery 

Fluid and electrolyte problems in the 

surgical patient 

Dr. Antonio Dow, E] Paso 
The acute appendix 

Dr. Ward Evans, Paso... 
Cancer and general surgery 

Dr. Howard T. Barkley, Houston 
Management of injuries of the chest 

Dr. E. S. Crossett, El] Paso 
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Basic Principles in the Treatment of Fractures* 
By Louis W. BRECK, M. D., EL Paso 


Introduction 


It would seem to me that a short review 
of the basic concepts in the matter of frac- 
tures would be very well worthwhile, follow- 
ing which I will present some illustrative 
cases. For many years there has been a say- 
ing that there are four R’s in connection with 
the subject of fractures. These four R’s are 
Recognition, Reduction, Retention, and Re- 
storation of function. Each of these will be 
discussed separately. 


Classification of the Subject of Fractures 
And Discussion of Each Phase 


The recognition of a fracture is sometimes 
very simple and at other times may be very 
difficult. The most important thing in con- 
nection with the diagnosis of a fracture is 
the matter of suspecting its presence. The 
x-ray is the most important diagnostic factor 
in the situation and is all important. In any 
injury even of a very slight nature, an x-ray 
should be made and reliance placed on the 
x-ray for the final diagnosis. The other 
corroborative findings in fracture recogni- 
tion are important but not nearly so impor- 
tant as the x-ray. Severe swelling is an im- 
portant sign. Crepitation of the bone ends 
is in most cases diagnostic of a fracture. 
Angulation at the fracture site is usually 
diagnostic of a fracture. In general it is bet- 
ter not to thoroughly examine and palpate 
the affected part because of the chance of 
increasing shock or damage to the soft struc- 
tures. Following making the x-ray if there 
is any serious doubt about the situation fur- 
ther examination may be done. 

A very important consideration in connec- 
tion with x-raying fractures is that of tak- 
ing more than one set of films in a case 
where pain persists. If a patient has an in- 
jury that may be suspected of being a 
fracture and the x-ray proves negative, this 
does not always rule out the fracture positiv- 
ely. If the patient continues to complain of 
pain in the same area an x-ray made one or 
two, or even three weeks later will often 
show a fracture where none could be seen 
in the original film. What has happened is 
that a fracture consisting of a very fine line 
has either opened up somewhat or during 


* Presented at the Big Rend Counties’ eo Society meeting 
at Fort Stockton, Texas on May 11, 19 


the process of healing has developed a much 
more clearly fracture line. 

The next two R’s of reduction and reten- 
tion constitute the treatment of fractures 
and I will discuss these in some detail later 
on in this discussion. Reduction obviously 
means the setting of a fracture or replacing 
it into proper position. Retention obviously 
means holding it there either by means of 
external fixation, internal fixation or one 
of the other methods of holding a fracture 
in position. 

The restoration of function following a 
fracture is a very vast subject in itself. The 
specialty of physical therapy deals with this 
restoration of function. However, in the 
average fracture of times, simple home 
physical therapy done by the patient with 
the help of his family will restore function 
satisfactorily and no formal physical therapy 
is necessary. It is not within the scope of 
my remarks to go into detail in regard to 
the restoration of function and rehabilita- 
tion of fracture cases. 


Resourcefulness 


I would like to add another R to the treat- 
ment of fractures. I call this the 5th R of 
the subject of fractures. This is resource- 
fulness. By resourcefulness I mean the 
availability of different methods of treat- 
ment for each fracture that may be en- 
countered. Different principles of fracture 
treatment apply under different circum- 
stances even where the fracture is located 
in the same place in the bone. Some of the 
things that determine this are different 
types of fractures in the same location. An 
example of this may be found in a fracture 
of the shaft of the femur. If the fracture is 
a transverse or slightly oblique fracture in 
an adult, intramedullary fixation is usually 
the most desirable method of treatment. On 
the other hand, in the same age group if the 
fracture is severely comminuted usually 
treatment in traction will prove more satis- 
factory. 

The age of the patient may be a determin- 
ing factor in the treatment of a fracture. 
Again I will refer to fractures of the shaft 
of the femur. A simple femoral shaft fracture 
in an adult is usually best treated with in- 
tramedullary fixation as referred tu above. 
On the other hand a similar fracture in an 
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infant or child is usually best treated with 
Bryant’s overhead traction. 

The aged group of patients sometimes re- 
quire special treatment but usually principal- 
ly due to their disability due to age rather 
than age per se. Usually an old person in 
good general health will be amenable to the 
same type of treatment as a young individual 
with the same fracture. 


Special Problems 


The debilitated and head injury cases 
present special problems. A seriously ill pa- 
tient will frequently not withstand a large 
major operation for the open treatment of 
a fracture whereas a well person can easily 
withstand it. Head injury cases present a 
special problem since the neurosurgeon will 
usually not permit the treatment of the 
fracture with definitive treatment for some 
weeks after the head injury if the patient’s 
head injury is severe. In these cases it is 
frequently necessary to simply temporize in 
regard to the treatment of the patient’s 
fracture (I am not referring to a skull frac- 
ture) and then at a later date definitive 
adequate treatment can be instituted. 

The availability of a considerable number 
of methods of treament of each fracture is 
a very important factor in the treatment of 
fractures and cannot be over-emphasized. 
The correct method of treatment for each 
case should be used rather than trying to 
make all fractures of a certain kind fit exact- 
ly into a certain pattern of treatment. 


Basic Methods of Fracture Treatment 


Originally there were three primary meth- 
ods of fracture treatment. These consisted of 
(1) a closed reduction and the application 
of a cast, (2) traction and (3) open reduc- 
tion and rigid internal fixation. Two addi- 
tional methods have been added in the last 
20 years. These are (1) double fixed traction 
(such as the Roger-Anderson method) and 
2) open reduction and sliding internal fixa- 

on. 

As far as a closed reduction and cast is 
concerned, I only have a few remarks to 
make in this connection. I believe that an- 
terior and posterior molded splints are as a 
whole very much better than circular casts. 
This applies especially to the wrist and el- 
bow but also applies to other locations. By 
using anterior and posterior molded splints 
and bandaging them on with gauze bandage 
it is very easy to release tension that may 
develop due to swelling. All that has to be 
done is to cut the bandage along the side, 
allow the splints to separate slightly and 
then re-bandage them. With a circular cast 
disastrous swelling may occur in some in- 


SOUTHWESTERN MEDICINE 


Page 267 


stances and produce various types of pres- 
sure complications. These include pressure 
sores, nerve paralyses, and severe vascular 
phenomena such as Volkmann’s_ ischemic 
paralysis or even vascular occlusion in rare 
instances. Although we do not have an ab- 
solutely hard and fast rule about the mat- 
ter our general rule is that we do not apply 
a circular cast in the case of a fresh fracture. 
We do frequently circularize anterior and 
posterior molded splints at a later date. An- 
other advantage of the anterior and pos- 
terior molded splint is that as swelling sub- 
sides and the extremity shrinks the anterior 
and posterior splints can be bandaged more 
tightly and thus take up the slack which 
develops. Two or three weeks after the frac- 
ture the circularization may be done. 


Several Points 


A discussion of traction is not particularly 
indicated except to touch lightly on several 
points. Skin traction is a good method of 
making traction in cases where not over six 
pounds is going to be required and where a 
period of no more than six weeks traction 
is anticipated. The adhesive tape strips (or 
moleskin if the surgeon prefers) should be 
secured primarily by means of a woven 
elastic circular bandage such as an Ace band- 
age. This woven elastic bandage should be 
removed and replaced once or twice a week 
to keep the adhesive tape smoothly and firm- 
ly applied. Circular strips of adhesive tape 
are not desirable as they tend to constrict 
the circulation. Before the adhesive tape 
traction is applied the leg should be tho- 
roughly cleansed using ether as the last clean- 
sing agent. In this way folliculitis under 
the cast may usually be avoided. 

Open reduction and internal fixation has 
been practiced for many years. With the 
currently used vitallium or stainless steel ap- 
plances much more liberty may be taken in 
leaving buried material in or on the patients’ 
bones. Screws, plates, stainless steel wires, 
pins and numerous other devices are com- 
monly used much as they have been in the 
past. 

Double fixed traction is the generic word 
applied to multiple pin fixation. One or two 
pins may be placed through each fragment. 
The fracture may then be reduced and the 
pins connected with either a plaster cast or 
more commonly with some type of connect- 
ing apparatus. The more popular types of 
this apparatus are the Roger-Anderson ap- 
paratus, the Stader apparatus, and the Zim- 
mer apparatus. Although these methods 
have been very popular during one period 
in the past it is felt at present that while 
they have great usefulness at times their 
field of usefulness is quite limited. 
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Last Method 


The last method of treating fractures is 
by means of an open reduction and sliding 
internal fixation. The most common example 
of this is by means of intramedullary fixa- 
tion. Intramedullary fixation has become 
increasingly popular and there are many 
different devices for securing intramedul- 
lary fixation. The Hansen-Street nail or the 
Clover-leaf nail for fractures of the shaft 
of the femur are excellent devices and offer 
the best method of treating most femoral 
shaft fractures in adults. The Kuntcher nail 
has considerable usefulness in some frac- 
tures. The Lottes nail is very effective in 
the treatment of fractures of the tibia in 
many instances. Steinmann pins with 
threads on one end may be used in fractures 
of both bones of the forearm with good re- 
sults in well selected cases. Fractures of the 
clavicle which require open reduction can 
be treated by intramedullary fixation with 
a high percentage of union. The Rush pin 
has been popularized a great deal lately and 
has some usefulness in certain fractures. 
There are numerous other types. of intra- 
medullary fixation but the ones referred to 
above are the most common. 


Another type of sliding internal fixation 
is the Eggers slotted plate or internal splint. 
The principle involved here consists of ap- 
plying a plate with slots in it and applying 
so that it is just a little loose which allows 
the bone ends to slide together during the 
course of union. 


Another example of sliding internal fixa- 
tion is the ordinary Smith-Peterson nail 
which is used in the treatment of fractures 
of the neck of the femur. Here again the 
bone ends are allowed to slide together dur- 
ing the course of union. 


The basic principle in intramedullary fixa- 
tion is to allow the bone ends to come in 
contact during the course of union rather 
than keeping them held apart by means of 
rigid internal fixation. The contact com- 
pression factor as described by Dr. Eggers 
is all important in the healing of fractures 
and intramedullary fixation allows the bone 
ends to come together thus increasing the 
—" of a satisfactory union in the frac- 
ure. 


Cases illustrating each of these methods 
will be presented but it is not within the 
scope of the written paper to present these 
cases. 


Summary 


The four R’s of the treatment of fractures 
are described. These are recognition, re- 


SOUTHWESTERN MEDICINE 


JUNE, 1955 


Dr. Shaffer Elected President 


of Texas Dental Association 


Dr. O. J. Shaffer of El Paso was elected 
president of the Texas Dental Association at 
the group’s annual meeting in San Antonio 


May 4. 

Dr. Shaffer suc- 
ceeds Dr. C. M. 
Taylor of Houston. 


Born in Hamilton 
County, Texas in 
1894, Dr. Shaffer 
attended school in 
Merkel, Texas and 
then was graduated 
from Atlanta Den- 
tal College, now 
Emory University, 
in Atlanta, Ga., in 
1917 with a degree 
in dental surgery. 


A fellow in the 


Dr. O. J. Shaffer 
American College of Dentists, he is a mem- 
ber of the International Association of Physi- 
cians and Dentists, American Board of Oral 
Surgery, West Texas Dental Association, 
American Academy of Oral Roentgenology, 
and the El Paso District Dental Society. 


He has attended the New Mexico State 
Dental Association conventions for the past 
23 years and holds a license to practice in 
that state. 


Dr. Shaffer was a member of the Texas 
State Board of Dental Examiners for six 
years, from 1947 to 1953. 


The El Paso dentist will serve as head of 
Texas Dental Association until the 1956 
meeting which will be held in Fort Worth. 


Dr. Shaffer is the father of three sons. 
His home is at 3128 Federal Street. 


duction, retention and restoration of func- 
tion. 


A 5th R of fracture treatment is presented 
and discussed. This consists of resourceful- 
ness or the availability to the surgeon of 
numerous methods of fracture treatment for 
each fracture. This is felt to be of great 
importance. 


The five basic methods of fracture treat- 
ment are described and discussed. These 
consist of closed reduction and cast, trac- 
tion, open reduction and rigid internal fixa- 
tion, double fixed traction, and open reduc- 
tion and sliding internal fixation. 


ay 
ii 
Ke 
2 


JUNE, 1955 


MONTHLY GLINIGAL PATHOLOGICAL CONFERENCE 


EL PASO GENERAL HOSPITAL 
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FREDERICK P. BORNSTEIN, M.D., EDITOR 
CASE PRESENTATION By Dr. H. M. GIBSON 


Case No. 
CHIEF COMPLAINT: Hematuria. 


HISTORY: This 90 year old white man had 
diabetes for 10 years and has been complain- 
ing about head ache and dizzy spells for the 
last few years. A few days before admission 
he noticed blood in his urine. 


PHYSICAL EXAMINATION: Examination re- 
veals an elderly, confused man; temperature 
98.6°, pulse 72, and blood pressure 160/80. 
The head is not remarkable. Heart sounds 
are clear, no murmur. There are a few irreg- 
ular premature systoles. No masses are pal- 
pable in the abdomen. Rectal examination 
shows an enlarged “three plus” soft prostate 
without nodules. 


LABORATORY FINDINGS: 


Red blood count 3,7000,000; white count 
4,900; differential count normal. 

Urinalysis: Specific gravity 1.018; albumen 
four plus; sugar one plus; numerous red and 
white cells in sediment. 

Blood Chemistry: Sugar 268 mm. per 100 cc. ; 
urea nitrogen 19.8 mm. per 100 cc. 
Alkaline phosphatase: 1.2 Bodansky units. 


X-RAY FINDINGS: 


5-1-53 Chest and Abdomen: Chest—bilateral 
pulmonary emphysema. Peripheral arterios- 
clerotic vascular disease. No evidence of 
metastases of the bony thorax or lung fields. 
Abdomen negative for evidence of intestinal 
obstruction. Findings consistent with chronic 
and renal calculi. Peripheral arteriosclerotic 
vascular disease. Findings consistent with 
prostatic metastases of the lumbar spine 
and pelvis. Acid phosphatase studies rec- 
ommended for confirmation. 


5-6-53 I.V.P.: Normally concentrating right 
kidney. Decrease in function on the left. 
Findings consistent with renal calculi. Peri- 
pheral arteriosclerotic vascular disease. 
Findings consistent with metastases to the 
lumbar spine and pelvis. An osteitis deform- 
ity cannot be excluded. Alkaline and acid 
phosphatase recommended for confirmation. 


COURSE IN HOSPITAL: The patient pre- 
sented a difficult nursing problem. He was 
confused and disoriented during his entire 
stay. A urological consultation was done on 
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the fifth day of admission. Impression: 
“This is a benign prostate under manual 
examination.” The patient became progres- 
sively weaker in spite of digitalis medication 
and showed principally signs of cardiac fail- 
ure. He died 15 days after hospital admis- 
sion. 


TREATMENT: Treatment consisted mainly 
of effort to control his diabetes. In addition 
he received Gantrisin [Hoffman La Roche], 
Combiotic [Pfizer] and stilbesterol. 


X-RAY DISCUSSION 


Dr. C. C. MeVaugh: 


The original examination on the first of 
May, 1953, was of the chest and abdomen. 
The chest X-ray reveals nothing too unusual. 
There is some cardiac enlargement and 
changes in the aorta consistent with old car- 
diovascular disease, probably hypertensive in 
nature. There are faint linear thickenings in 
both bases which may be caused by old pleu- 
ral changes or infarction. There is no evi- 
dence of bony involvement by a destructive 
process. There is no evidence of a pulmonary 
congestion. Survey films of the abdomen re- 
veal bilateral renal calculi. There is a large 
calculus filling the inferior calix of the right 
kidney. There is a faint calculus which I be- 
lieve represents a small staghorn calculus in 
the left kidney. The right kidney appears 
to be fairly normal, as well as I can define 
it, in size, shape and position, and appears 
regular in outline. 


Left Kidney 


I cannot definitely identify the contour of 
the left kidney. It looks as if it might be 
enlarged. I can’t be certain about that be- 
cause I can’t identify the kidney adequately. 
The most remarkable finding on this survey 
film of the abdomen consists of the marked 
sclerotic changes involving the pelvis and the 
lumbar vertebrae. I see no changes in the 
ribs. I do not believe that these changes are 
due to prostatic metastases. I believe they 
are due to Paget’s disease. The changes 
are characteristic of Paget’s; however, they 
are often difficult to differentiate from me- 
tastatic carcinoma. 
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Intravenous Pyelogram 


Five days after the original examination, 
an intravenous pyelogram was done, and you 
can probably see dye appearing in the right 
kidney in good concentration after five min- 
utes. I see no dye in the left kidney at any 
time during examination. Again, I cannot 
definitely outline the left kidney shadow, and 
I feel reasonably certain that there is no dye 
in the left kidney, and therefore it is a non- 
functioning kidney. The inference might be 
that the kidney might be absent, but I don’t 
think it is, because I believe there are stag- 
horn calculi on the left. Therefore, the kidney 
may be enlarged and fused with the sur- 
rounding tissues, thus making it impossible 
to outline the kidney. 


History of Bleeding 


As far as the history of bleeding is con- 
cerned, in the male the bleeding may come 
from anywhere in the urinary tract, the blad- 
der, the kidney, or the prostate. I see no 
prostatic calculi; perhaps there is one small, 
faint calculus there. I cannot see any evidence 
of a tumor in the right kidney. The left 
kidney could be the source of a tumor, and as 
a result of its being enlarged it cannot be 
visualized because the enlargement itself may 
destroy the natural countours. So, radio- 
graphically we can conclude only that this 
man has a non-functioning left kidney with 
bilateral renal calculi, Paget’s disease, 
marked arteriosclerotic disease and possibly, 
prostatic calculi. 


DIFFERENTIAL DIAGNOSIS 
Dr. H. M. Gibson: 


This represents a type of case in which we 
get mixed up very often. A senile, sometimes 
psychotic old gentleman is brought into the 
hospital and dies within a short time. When 
we’re faced with such a problem as this, 
we try to do certain things. First of all, we 
try to give the patient supportive treatment, 
bring him out of the critical condition that 
he’s frequently in. If we can do that, then 
we carry out detailed diagnostic procedures 
and then lastly, if possible, we take what cor- 
rective measures we can, either surgically or 
medically. 


Problem 


In this particular patient, we are pre- 
sented with a problem that resolves itself 
into a differential diagnosis of hematuria. 
We do not know just how much this man 
bled. We do not know whether it was just 
a slight gross bleeding or whether it was 
a very severe exsanguinating type of hemorr- 
hage. It would be of tremendous value to 
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know what type of bleeding this particular 
patient had, and also whether or not he hadn’t 
had some bleeding before the time stated in 
the history. We notice from the history that 
the old man had diabetes, that he has had 
it for some ten years. 


Physical Examination 


On physical examination, the only positive 
urological finding recorded is the fact that 
he had a three plus enlarged prostate, soft, 
boggy, and recorded as being benign. It is 
recorded that there were no masses felt in 
the abdomen. That could be true, but it is 
quite easy to overlook masses in the region 
of the left kidney. Unless the physician, dur- 
ing the examination, takes the trouble to put 
one hand in the region of the costo-vertebral 
angle and the other anteriorly, and ballott 
whatever is between those two hands, you 
can very easily miss even quite a large mass 
in the region of the kidney, particularly the 
left, as the left kidney is always higher than 
the right. 


Laboratory Work 


From the laboratory work we find that the 
patient had only a very mild disturbance of 
his renal function. This is confirmed by the 
intravenous pyelogram, an IVP being a very 
excellent test of renal function. The roent- 
genological lesions in the bone are osteoblas- 
tic in character and to me appear to be more 
suggestive of some other disorder than of 
a metastatic lesion from the carcinoma of 
the prostate. I think I can see a few trabe- 
culae through these dense areas, which is 
supposed to be one very important point in 
favor of Paget’s disease over metastatic le- 
sions from the prostate. In addition, this 
patient’s prostate was recorded as feeling 
benign. It is certainly granted that a pro- 
state can feel benign in absolutely every 
respect and yet be malignant, although it 
cuts down on the percentage that this is a 
metastatic lesion from the prostate. I am 
more in favor, then, of a Paget’s disease. 


Attempt to Localize 


First we try to localize where we think this 
hematuria is coming from, if we have any 
signs to help us at all. Usually, if the bleed- 
ing is from the prostate, it will come either 
initially or terminally. Usually the bleeding 
from the prostate will pop out in front of 
the urinary stream. It can leak back into the 
bladder and be passed out as total hematuria. 
However, the patient usually complains of 
frequency and discomfort and other blunter 
symptoms when the prostate is the source of 
the bleeding. In hematuria in general, only 
two percent of the cases are produced by the 
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prostate. It is extremely dangerous to assume 
that bleeding is coming from the prostate. 
We pass on to the bladder. 


Bleeding From Bladder 


Bleeding from the bladder is usually con- 
stant, and in a man of this age you would 
suspect that it would go on for a long period 
of time if it were due to a papillary growth 
in the bladder. You would suspect that he 
would give us a history of having passed 
blood intermittently through a period of 
many, many years. In addition to the bleed- 
ing, these patients frequently have bladder 
symptoms such as extreme frequency and 
dysuria. This is especially true if they are 
allowed to go on and on, and their cancer 
invades the muscular portion of the urinary 
bladder. This patient apparently did not. He 
came in with the single complaint of blood 
in his urine. Bleeding from the upper urinary 
tract is frequently characterized by colicky 
pains on one side or the other. We don’t 
know whether this man had them or not. 


Apparently Senile 


He was apparently so senile that he did not 
mention whether or not he did have pain or 
colic on one side or the other. So we have to 
go to our X-rays to try to determine the 
source of the bleeding. The X-rays show 
definitely a right kidney, and it appears to 
be a reasonably good kidney although it does 
have a calculus in the lower calix. On the 
left side there are some tiny little shadows 
which might mean that a little bit of dye 
is being excreted. We cannot see any evi- 
dence of an obstructive lesion lower down 
along the course of the ureter. From this 
reading, I am inclined to believe that this 
patient’s bleeding was probably coming from 
his left kidney. Now, what produces bleed- 
ing from the left kidney? 


Renal Apoplexy 


You could have just a renal type of apo- 
plexy; it’s very common in people like this, 
but it shouldn’t interfere that much with the 
kidney function. You could have other vas- 
cular disturbances such as infarction of a 
blood vessel in that area. You could have 
some tumor formation in this kidney, which 
I think is a distinct possibility. The pattern 
that we have here, I think, would perhaps 
favor more a tumor of the urothelium, either 
in the pelvis of the kidney or someplace in 
the ureter. A stone could possibly be produc- 
ing the hematuria, but again, we should have 
some colic present. So, in summary I have 
to make these diagnoses: 


1. A benign prostatic hypertrophy with a 
question of malignancy. 
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2. Right renal calculi; probable left renal 
calculi. 


3. Questionable pathology of the left kid- 
ney, probably a tumor of the left kidney 
arising from urothelial elements on that side. 


SYSTEMIC DIAGNOSES: 


1. Diabetes mellitus. 

2. Generalized arteriosclerosis. 

3. Arteriosclerotic heart disease. 

4. An osteoblastic condition of the bones 
of the pelvis and lumbar vertebrae, probably 
Paget’s disease. 


Dr. J. C. Postlewaite: 


I believe that one ought to review the 
possible causes of death. No doubt the man 
died a cardiac death. The question is whether 
his metabolic diseases were unusual or usual, 
and if the terminal stage was a complication 
of a metabolic failure. This man was a dia- 
betic. His blood sugar was very low, 286 mg. 
percent. He had headaches and dizziness. We 
didn’t get visual fields and various things to 
make it interesting, but one would want to 
know if there was another cause of his 
diabetes besides pancreatic disease, such as 
pituitary diabetes, hepatic diabetes, and of 
course the low threshoid renal problem of 
just spilling sugar. 


Spilled Sugar 


We didn’t notice whether he spilled sugar 
very regularly. They mentioned that a great 
deal of effort was made to regulate his 
metabolic condition. I would presume, 
though, that this was salt and water rather 
than his sugar metabolism. A man of ninety 
is rarely a severe diabetic, unless some in- 
fectious process has precipitated him into 
coma rather rapidly. The other metabolic 
problem was the condition of the papillary 
processes of his calices. I’m told that a retro- 
grade pyelogram will occasionally show dis- 
ease of the papillary processes, and presum- 
ably an IV pyelogram is impossible in such 
a condition because the kidneys won’t ex- 
crete anything. They behave like a lower 
nephron nephrosis and everything is ab- 
sorbed from the tubules. 


No Relationship 


I see no relationship between the kidney 
disease and the bone lesions which have 
been named Paget’s disease. Finally, there 
is a possibility that he died in uremia, al- 
though we have evidence that his kidneys 
functioned well, both from the pyelogram 
and from the renal studies preceding his 
death. I believe that his diabetes was of pan- 
creatic origin rather than pituitary. 
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Cardiovascular 


I believe that his death was cardiovascular 
primarily, but secondarily due to the push 
he got from the infectious process in his 
kidneys. Finally, he may have suffered an 
acute apoplectic collapse with renal papilli- 
tis. For this occurrence you have to have ob- 
struction, you don’t necessarily have to have 
infection, and you have to have vascular 
injury. This apparently occurs in approx- 
imately 25 percent of diabetics. I was rather 
surprised to note this on a recent review. 


Dr. F. P. Bornstein: 


I’d like to have somebody comment on the 
question, “Why did this man get stilbest- 
erol?” 


Dr. W. I. Coldwell: 


I’ve been lead to believe that the alkaline 
phosphatase was 1.2 Bodansky units. I think 
this rules out the diagnosis of Paget’s dis- 
ease. I’ve never seen a case that didn’t have 
an elevated alkaline phosphatase. In two 
places they recommended an acid phos- 
phatase be done. I don’t know whether that 
was left out purposely, or just not done. I 
think it would add some assistance to this 
case. With regard to the administration of 
stilbesterol, it appears that someone thought 
that he might have metastatic lesions. I 
would like to ask Dr. Gibson if it is not 
entirely possible that he could have had a 
carcinoma of the prostate, even with the 
apparent normal physical findings of the 
prostate. 


Dr. H. M. Gibson: 


I do not know precisely why estrogen was 
given, except that in many similar instances 
I have advised that estrogen be given as a 
therapeutic test. It’s simple and it’s extreme- 
ly effective in these old people that you can 
do absolutely nothing else with. It’s some- 
thing to keep in mind. When you have 
some old person that you can’t do anything 
else with and where there is a question of 
prostatic carcinoma, you.can put them on 
estrogen. Usually, if the process is a car- 
cinoma of the prostate, within a week the 
patient will receive a tremendous benefit 
from this medication. 


Excellent Test 


It’s a very excellent therapeutic test. As to 
Dr. Coldwell’s question, “Does a benign-feel- 
ing prostate exclude a carcinoma of the 
prostate?”, as stated previously, it does not 
absolutely and unequivocally rule it out. We 


(1) Willis, The Spread of Tumors in the Human Body — First 
Edition, Page 192. 
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have seen many cases where the patient 
would have a completely benign-feeling pro- 
state and the patient would have a carci- 
noma; however, it does certainly decrease 
the probability that the patient has a car- 
cinoma of the prostate. 


CLINICAL DIAGNOSIS: 


1. Generalized arteriosclerosis. 
2. Arteriosclerotic heart disease. 

iz Carcinoma of prostate with bone metas- 
ses. 


DR. GIBSON’S DIAGNOSIS: 


1. Benign prostatic hypertrophy with a 
question of malignancy. 


2. Right renal calculi; probable left renal 
calculi. 


3. Questionable pathology of the left kid- 
ney, probably a tumor of the left kidney 
— from urothelial elements on that 
side. 


ANATOMICAL DIAGNOSIS: 
1. Generalized arteriosclerosis. 
2. Coronary sclerosis. 


3. Clear-cell carcinoma of kidney with 
multiple metastases to vertebrae and pelvis. 


PATHOLOGICAL DISCUSSION 
Dr. F. P. Bornstein: 


On autopsy we found, as was to be ex- 
pected, a heart with severe arteriosclerosis, 
and I am quite sure that death was due to 
cardiac failure. 

The main interest in this case naturally 
centers on the findings in the urogenital 
tract. We failed to find any stones in the 
right kidney. However, on microscopic exam- 
ination, a severe pyelonephritis was present. 
The left kidney had been transformed into 


‘an enlarged, irregular mass which measured 


approximately 20 x 15 x 8 cm. The capsule 
stripped with difficulty. Only the lower pole 
of the kidney showed the normal renal ap- 
pearance. The remainder had been trans- 
formed into a hemorrhagic nodular tumor. 


Metastatic Carcinoma 


On microscopic examination (Figure 1) 
this tumor had the typical appearance of a 
clear-cell carcinoma. The prostate, as was 
expected, showed a benign nodular glandular 
hyperplasia. The bone lesions showed soft, 
greyish white, friable bone tissue which, on 
microscopic examination, revealed unequivo- 
cal metastatic carcinoma from the kidney. 

It is interesting to note that in addition 
to the hematuria, the first indication of a 
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Figure 1 


malignant process appeared in the skeletal 
system. We are usually in the habit of asso- 
ciating such skeletal metastases with carci- 
noma of the prostate. 


Quite Common 


However, bone metastases from carcinoma 
of the kidney are also quite common. As a 
matter of fact, Willis' devotes an entire 
chapter to pointing out the many occasions 
where metastatic lesions in the bones were 
mistaken for primary sarcomas, and unnec- 
essary amputations were performed. As was 
mentioned before, the man had diabetes; 
however, no characteristic lesions were 
found in the kidneys. 

In summary, then, this man who suffered 
from far-advanced coronary heart disease 
presented an interesting secondary problem 
of hematuria and bone lesions which were 
caused by a primary carcinoma of the kidney. 


Current Therapy 
(Continued from page 256) 
daily; adolescents, 10-20 mgm. daily; pre- 
menopausal women 25-30 mgm. daily; post- 
menopausal women 30-3714 mgm. daily ; men 
3714-50 mgm. daily. 


Glandular Enlargement 


Dr. Brem (Defective Serum Gamma Glob- 
ulin Formation) reported some cases of de- 
fective serum gamma globulin formation in 
cases with generalized glandular enlarge- 
ment where there was a question of an exist- 
ing lymphoma. Gamma globulin 10 cc. every 
five days was tried. ACTH had no effect. 

Talked to some members of the College who 
are using Butazolidin with no untoward re- 
actions. They are using small doses, 200 mg. 
daily, in some cases 400 mg., and they are 
following their patients carefully. Also talked 
to others who are using Gitaligin rather than 
digitalis, because of its greater margin of 
safety from toxic effects. 
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Optimal Diuretic Effect is Daylong 


In maintenance therapy of congestive fail- 
ure, as in treatment of diabetes, the optimal 
(diuretic) effect is daylong. It does not per- 
mit the alternation of Na and fluid output 
followed by Na and fluid reaccumulation, 
even within a 24-hour period. 


Safety of Organic Mercurials 


Safety of organic mercurials in children 
has been conclusively demonstrated by clini- 
cal experience with pediatric cardiac pa- 
tients. 


Edema May Warn of Pre-Eclampsia 
In very early stages of developing pre- 
eclampsia, edema usually precedes hyperten- 
sion and thus gives a warning sign. 


In Viewing the VA Medical Program. . . 


average 
length of stay in VA hospital 
Average World War li World Wor! 
(doys) i & Other idays) 
™ 205.8 203.6 210.2 
1 
NP 178.3 89.2 430.6 
i 
GMS 30.8 23.5 42.5 


The average length of stay in VA hospitals 
for World War | veterans is considerably 
greater than for World War II veterans, 
which now comprise 76% of the total 
veteran population. The greatest pressure is 
yet to be exerted on VA hospitals as World 
War Il veterans grow older and require 
increased medical care for disabilities un- 
related to military service. 


MEDICAL OFFICES AVAILABLE 


- in - 
Centrally Located Medical Building 
Albuquerque Medical Center 


109 Elm Street SE, Albuquerque, N. M. 


BERGER, BRIGGS G COMPANY, AGENTS 
215 Third Street SW, Albuquerque, N. M. 
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PROCEEDINGS OF THE NEW ENGLAND CARDIOVASCULAR SOCIETY 


Observations on the Effects of Insulin Induced Hypoglycemia 
in Patients With Angina Pectoris 


By WALTER E. JUDSON, M.D., AND WILLIAM HOLLANDER, M.D., 
MASSACHUSETTS MEMORIAL HOSPITALS, BOSTON 


Eighteen insulin tolerance tests were per- 
formed on 11 patients with hypertensive car- 
diovascular and/or coronary artery disease 
with angina pectoris. In addition to the 
changes in blood sugar following intravenous 
injection of insulin, usually at a dosage level 
of 0.1 unit per kg. body weight, the changes 
in serum potassium and sodium were like- 
wise determined at 15 to 30 minute intervals 
for a period of two hours. Standard limb 
leads, I and II, and a single unipolar pre- 
cordial lead, V-4, of the electrocardiogram 
were recorded simultaneously with brachial 
arterial pressure and a Dock or modified 
Dock ballistocardiogram using a direct-writ- 
ing Sanborn Poly-Viso. 

In none of the 11 patients did insulin in- 
duced hypoglycemia produce chest pain. Like- 
wise in a patient with status anginosus, large 
and repeated doses of intravenous insulin 
associated with marked and prolonged hypo- 
glycemia did not induce anginal pain. In this 
group the average mean fasting blood sugar 
fell from a level of 76 to 41 mg. per cent, the 
range of the falls being 25 to 54 mg. per cent. 
During the period of greatest depression of the 
blood sugar the patients experienced typical 
symptoms of hypoglycemia. One patient de- 
veloped coma. The majority of the patients 
showed no changes in blood pressure and 
pulse rate. Electrocardiographic changes 


such as lowering, broadening, and inverting 
of the T-waves and occasional prolongation of 
the Q-T intervals were observed in all the pa- 
tients except one. Five patients had transito- 
ry cardiac arrhythmias. In general, but not 
invariably, changes in serum potassium 
tended to parallel those of the blood sugar. 
Minor changes in some of the ballistocar- 
diograms were observed. 


Hexamethonium, a ganglionic blocking 
agent, was given to some patients in an at- 
tempt to block a release of epinephrine by 
the sympatho-adrenal system in response to 
insulin induced hypoglycemia. Although this 
agent blocked the symptoms arising from the 
hypoglycemia, it did not consistently alter 
the pattern of the blood glucose response to 
insulin nor prevent the changes usually ob- 
served in the electrocardiogram. 


These data suggest that insulin induced 
hypoglycemia of the degree and duration 
observed in this group of patients with an- 
gina pectoris does not produce chest pain. 
The electrocardiographic alterations may be 
related to changes in serum potassium. It is 
therefore believed that the dangers of insu- 
lin-induced hypoglycemia in patients with 
coronary artery disease may have been over- 
emphasized. 


Cardiovascular and Respiratory Responses to Infusions of 
Hypertonic Saline in Patients With and Without 


Congestive Heart Failure 


By WILLIAM HOLLANDER, M.D., WALTER E. JUDSON, M.D., AND RICHARD W. STONE, M.D., 
MASSACHUSETTS MEMORIAL HOSPITALS, BOSTON 


The intravenous administration of hyper- 
tonic saline, particularly in congestive heart 
failure, has a potential hazard of precipitat- 
ing acute pulmonary edema by osmotically 
increasing the total blood volume. This study 
was undertaken both clinically and physio- 
logically to evaluate this hazard in 46 pa- 
tients, one-half of whom were in congestive 
heart failure. 


After 300 cc. of 5 per cent NaCl was given 
intravenously over a 15-40 minute period, 
changes in symptoms and in cardiovascular 
and/or respiratory functions were recorded. 
The NaCl infusion produced an average de- 
crease of 4 per cent in the hematocrit or 
about a 400 cc. increase in the total blood 
volume. 
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CARDIOVASCULAR RESPONSES 
TO AN ACUTE SALT LOAD 
IN A PATIENT WITH HEART FAILURE 


5% 
lh 


a & 


TIME IN MINUTES 


In contrast to normal individuals, patients 
with “low output” congestive heart failure 
had no change in cardiac output (Fick) but 
had significant rises in both the pulmonary 
artery and “pulmonary capillary” pressures, 
the average increase being 9 mm. Hg. Pa- 
tients with cor pulmonale had similar in- 
creases in pulmonary artery pressures but, 
in addition, like normal individuals, they 
usually had increases in cardiac output. In 
all groups the cardiac output and pulse rate 
responses appeared to be independent of fill- 
ing pressure. 


Gaseous Mixing Before & After |.V. Hypertonic Saline 


in a Patient with Congestive Heort Failure 
CONTROL 
omme After 300 cc. 5% NoCl LV. 
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With the exception of two patients, no in- 
creased difficulty in breathing was expe- 
rienced by patients either with or without 
congestive heart failure. In both groups 
there usually were no changes in pulmonary 
ventilation, subdivisions of the total lung 
volume and intrapulmonary gas (helium) 
mixing. 


Acute pulmonary edema was precipitated 
in two patients who were in congestive heart 
failure with markedly elevated “PC” pres- 
sures. A respiratory pattern of acute ob- 
structive emphysema consistent with bron- 
chial spasm developed in one patient. Both 
patients had a history of cardiac asthma dur- 
ing exertion. The saline-induced pulmonary 
edema responded readily to the upright posi- 
tion. 


CHANGES IN PULMONARY VENTILATION 
FOLLOWING INTRAVENOUS HYPERTONIC SALINE 
IN A PATIENT WITH CONGESTIVE HEART FAILURE 


Conclusions 


1. The intravenous administration of 5 
per cent NaCl to patients in congestive heart 
failure, when given slowly, and with the pa- 
tient sitting up, should present little danger 
of precipitating pulmonary edema. 


2. Those patients who have a history of 
cardiac asthma at rest or during exertion 
are more apt to develop pulmonary edema, 
particularly when infused rapidly. In part 
the precipitation of pulmonary edema is most 
likely related to a supraoncotic elevation of 
the “PC” pressure. 


3. It appears that, below a critical level, 
acute elevations of either the pulmonary ar- 
tery or “PC” pressure do not cause or in- 
crease difficulty in breathing either in 
normal individuals, in patients in congestive 
heart failure or in patients with cor pul- 
monale. 
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The Effects of Acute Salt Loads on the Urinary Sodium Output of 
Normotensive and Hypertensive Patients Before and 
After Surgery: A Preliminary Report 


By JESSE E. THOMPSON, M.D., THOMAs F. SILVA, M.D., AND REGINALD H. SMITHWICK, M.D., 
FROM THE DEPARTMENTS OF SURGERY OF BOSTON UNIVERSITY SCHOOL OF MEDICINE 
AND THE MASSACHUSETTS MEMORIAL HOSPITALS, BOSTON 


Evidence from various sources indicates 
that the metabolism of sodium in human 
hypertensives is probably different from that 
of normotensives. Hypertensives on low-salt 
diets tolerate such sodium restriction with- 
out difficulty, in marked contrast to the 
normotensive, and certain hypertensives will 
exhibit a lowering of blood pressure on such 
treatment. We have observed repeatedly 
that hypertensive patients following splanch- 
nicectomy are more sensitive to sodium re- 
striction than preoperatively, and that re- 
fractory postoperative patients may respond 
to only a moderate degree of sodium restric- 
tion. Recent experimental evidence has sug- 
gested that the splanchnic nerves may effect 
the handling of sodium by the kidney. 

Acute salt loading tests have been per- 
formed on five normotensive and eight hy- 
pertensive patients before and immediately 
after surgery. The hypertensive patients 
were re-tested several months later. These 
hypertensives had bilateral thoracolumbar 
splanchnicectomy performed, and the nor- 
motensives had operations of comparable 


magnitude. With the patients thirsting and 
fasting and in the supine position, five hun- 
dred ml. of 5 per cent sodium chloride were 
infused intravenously during a one-hour 
period. The urinary sodium excreted before, 
during, and after loading was determined, 
as were plasma sodium concentrations. Max- 
imum rates of sodium output and cumulative 
sodium outputs were calculated. 

The data show that hypertensives handle 
an acute sodium load in a different fashion 
from normotensives, both before and after 
major surgery. Preoperative hypertensives 
reject a much higher proportion of infused 
sodium than do preoperative normotensives. 
Normotensives have a slightly lower rate of 
sodium excretion immediately following 
major surgery. Hypertensives excrete a 
greatly reduced proportion of infused sodium 
at a greatly reduced rate immediately follow- 
ing splanchnicectomy. Several months after 
splanchnicectomy the hypertensive excretes 
sodium at a slightly reduced rate, but not at 
an increased rate, compared with the pre- 
operative rate. 
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Diplomates of the American Board of Orthopaedic Surgery 


ORTHOPAEDIC SURGERY 


520 Montana Telephone 3-1671 El Paso, Texas 
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BYRON BUTLER, M. D. 
Med. Sc. D. in Ob. & Gyn. (Col. Uni.) 
Gynecology & Infertility 
Radical Pelvic Surgery 
Reconstructive Pelvic Surgery 


550 W. Thomas Rd. Phone: Cr. 4-6371 Phoenix, Ariz. 


BASIL K. BYRNE, M. D. 
PEDIATRICS 


Suite 4A El Paso Medical Center 
Phone 3-8487 


1501 Arizona Street 
El Paso, Texas 


DAVID M. CAMERON, M. D., F. A. C. S. 
(Certified by The American Board of Orthopedic Surgery) 


A. E. LUCKETT, M. D. 


(Certified by The American Board of Orthopedic Surgery) 
ORTHOPEDIC SURGERY 


Suite 5A El Paso Medical Center 
Phone 3-3421 


1501 Arizona Street 
El Paso, Texas 
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ROBERT J. CARDWELL, M. D. 


(Diplomate American Board of Obstetrics and Gynecology) 
WARD EVANS, M. D. 
(Diplomate American Board of Surgery) 


414 Banner Building 3-7587 El Paso, Texas 


CASA GRANDE CLINIC 
H. B. LEHMBERG, M. D. J. T. O/NEIL, M. D. 
R. Z. COLLINGS, JR., M. D. 
GENERAL PRACTICE 


113 W. Second St. Phones 4495-4496 Casa Grande, Ariz. 


ROBERT N. CAYLOR, M. D. 
Practice Limited to Ophthalmology 


207 Medical Arts Bidg. 


415 East Yandel! Bivd. 3-5897 El Paso, Texas 


CHILDREN’S CLINIC 
109 North Union 
Roswell N. Mex. 


Allen C. Service, M. D. 
American Board of Pediatrics 


Karl L. Bergener, M. D. 


MANLEY B. COHEN, M. D. 


Practice Limited to: 


THORACIC SURGERY 
CARDIOVASCULAR SURGERY 
BRONCHOSCOPY-ESOPHAGOSCOPY 


415 East Yandell Boulevard 3-3353 El Paso, Texas 


WILLIAM |. COLDWELL, M. D. 


Certified by the American Board of Internal Medicine 


— INTERNAL MEDICINE — 


800 Montana St. 3-8373 El Paso, Texas 


W. O. CONNOR, JR., M. D., F. A.C. S, 
Practice Limited to Obstetrics and Gynecology 


Medical Arts Square 7-8661 Albuquerque, N. M. 


P. G. CORNISH, M.D., F. A. C. S. 
GENERAL SURGERY 


Medical Arts Square 


801 Encino Place, Suite 6 2-1333 Albuquerque, N. M. 


BRANCH CRAIGE, M. D. 


(Certified by American Board of Internal Medicine) 
INTERNAL MEDICINE 


1501 Arizona Street 


Suite 5B El Paso Medical Center 
El Paso, Texas 


Phone 3-6931 


FREDERIC E. CRESSMAN, M. D. 
Diplomate of American Board of Ophthalmology 


OPHTHALMOLOGY, OTOLARYNGOLOGY 


102 South Second 973 Artesia, New Mexico 


E. S. CROSSETT, M. D. 


Diplomate American Board of Surgery 
THORACIC SURGERY 
Cardiovascular Surgery Broncho-Esophagol ogy 


415 E. Yandell Bivd. 


WICKLIFFE R. CURTIS, M. D., F.A.C.S. 


Diplomate American Board of Urology 
JAMES D. BOZZELL, M. D. 
— PRACTICE LIMITED TO UROLOGY — 


1501 Arizona Street 
El Paso, Texas 


3-8511 or 2-2474 El Paso, Tex. 


Suite 3B El Paso Medical Center 
Phone 3-1426 


RICHARD E. H. DUISBERG, M. D. 


(Diplomate American Board of Psychiatry and Neurology) 


1313 North Second Street Phones: AL 3-6701 
Phoenix, Arizona AL 2-4542 


L. O. DUTTON, M. D. 
ALLERGY 


616 Mills Bidg. 2-3671 El Paso, Texas 


ORVILLE EGBERT, M. D., F. A.C. P. 


Diplomate American Board of Internal Medicine 


ALLERGY 
DISEASES OF THE CHEST 


Suite 3E 1501 Arizona Street 
El Paso Medica! Center El Paso, Texas 


HAROLD EIDINOFF, M. D. 
PRACTICE LIMITED TO PROCTOLOGY 


1501 Arizona Street 
El Paso, Texas 


Suite 4B El Paso Medical Center 
Phone 3-3305 
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JOHN A. EISENBEISS, M. D., F. A. C. S. 
E. THORNTON PFEIL, M. D., F. A. C. S. 


Diplomates of the American Board of Neurological Surgery 
Lois Grunow Memorial Clinic 


926 East McDowell Road AL 4-3151 Phoenix, Arizona 


LESTER C. FEENER, M. D., F.A.C. P. 


Diplomate American Board Internal Medicine 


INTERNAL MEDICINE 
CARDIOVASCULAR DISEASES 


404 Banner Bidg. 2-5771 El Paso, Texas 


JOE R. FLOYD, M. D., F.A.C.S. 
GENERAL SURGERY 


1501 Arizona Street 


Suite 9E El Paso Medical Center 
El Paso, Texas 


Phone 3-5881 


1130 N. Central Ave. Memorial Hospital 


DOUGLAS D. GAIN, M. D. 
ERNEST H. PRICE, M. D. 
Diplomates of American Board of Radiology 


X-RAY THERAPY and DIAGNOSIS 
RADIUM THERAPY — RADIOACTIVE ISOTOPES 


AL 8-8436 Phoenix, Arizona AL 8-7531 


CHARLES E. GALT, JR., M. D. 


Practice limited to Obstetrics and Gynecology 


513 West Fox St. Phone 5-5015 Carlsbad, N. M. 


H. M. GIBSON, M. D., F. A. C. S. 


(Certified by American Board of Urology) 


PRACTICE LIMITED TO UROLOGY 


209 Medical Arts Bidg. 2-8130 El Paso, Texas 


JAMES J. GORMAN, M. D., F. A.C. P. 


Diplomate American Board of Internal Medicine 
DIAGNOSIS — GASTROENTEROLOGY 


701 First National Building 2-6221 El Paso, Texas 


J. LEIGHTON GREEN, M.D., F. A.C. S. 
GENERAL and GYNECOLOGICAL SURGERY 


1501 Arizona Street 
E! Paso, Texas 


Suite 3A El Paso Medical Center 
Phone 2-9032 


MARVIN E. GRICE, M. D. 


Practice Limited To Neuro-Psychiatry 


313D North Alleghaney St. 6-5281 Odessa, Texas 
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HERMAN J. HARVIS, M. D. 
GENERAL PRACTICE 


708 Denver St. 4-2844 Plainview, Tex. 


HASKELL D. HATFIELD, M. D., F. A.C. S. 


(Diplomate American Board of Otolaryngology) 


PRACTICE LIMITED TO OTOLARYNGOLOGY 
LARYNGEAL SURGERY and BRONCHO-ESOPHAGOSCOPY 


1501 Arizona Street 
El Paso, Texas 


Suite 4E El Paso Medical Center 
Phone 2-3201 


MALONE V. HILL, M. D., F. A. C. S. 
GENERAL SURGERY 


123 North Sixth Street 600 Alpine, Texas 
HERBERT E. HIPPS, M. D. 
ORTHOPEDIC SURGERY 
1612 Columbus Ave. 4-4701 Waco, Tex. 


DRS. HOGSETT and HARGAN 
G. C. Hogsett, M. D. J. L. Hargan, M. D. 
OBSTETRICS and PEDIATRICS 


Medical Arts Bidg. 5-4156 Carlsbad, N. M. 
RUSSELL HOLT, M. D. 
B. LYNN GOODLOE, M. D. 
JACK T. RUSH, M. D. 
GENERAL and GYNECOLOGICAL SURGERY 
MEDICAL ARTS BUILDING 
415 East Yandel! Bivd 3-3443 


El Paso, Texas 
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RALPH H. HOMAN, M.D., F. A. C. P. 
CARDIOLOGY 


ROBERT B. HOMAN, JR., M.D., F.A.C.S. 
DISEASES OF THE CHEST—THORACIC SURGERY 


Suite 7D El Paso Medical Center 1501 Arizona Street 
Phone 3-1409 El Paso, Texas 


GEORGE W. HORTON, M. D. 


PRACTICE LIMITED TO ORTHOPEDICS 


413 N. Lincoln 7-6641 Odessa, Texas 


W. A. JONES, M. D. 


Diplomate American Board of Neurological Surgery 


NEUROLOGICAL SURGERY 


Suite 1C El Paso Medical Center 1501 Arizona Street 
Phone 2-9927 El Paso, Texas 
G. H. Jordan, M.D, F.A.C.S. C. E. Webb, M.D., F.A.C.S. 


DRS. JORDAN AND WEBB 


Diplomates American Board of Surgery 
GENERAL and GYNECOLOGICAL SURGERY 


Suite 7B El Paso Medical Center 1501 Arizona Street 
Phone 2-1693 El Paso, Texas 


LINDELL M. KINMAN, M. D. 


Diplomate American Board of Urology 


UROLOGY 


300 West Alameda Phone 4559 Roswell, N. M. 


HERMAN A. KLING, M. D. 


Associate Fellow American Proctologic Society 


Diseases of the Colon and Rectum 


107 Girard Bivd., S. E. 2-9313 Albuquerque, N. M. 


HOWARD C. LAWRENCE, M. D. 


Diplomate American Board of Plastic Surgery 


PLASTIC AND RECONSTRUCTIVE SURGERY 


709 Professional Building ALpine 8-4101 Phoenix, Arizona 


CHARLES P. C. LOGSDON, M. D. 
CARDIOLOGY 


415 E. Yandell Bivd. 3-7916 El Paso, Texas 


TRUETT L. MADDOX, D. D. S. 
ORAL SURGERY 


Suite 9A El Paso Medical Center 1501 Arizona Street 
Phone 2-3659 El Paso, Texas 


JOSEPH H. McALISTER, M. D., D. A. B. R. 


Radiology - Radioisotopes 


313-B N. Alleghaney 6-9221 Odessa, Texas 


MARSHALL CLINIC 
ROSWELL, NEW MEXICO 


|. J. Marshall, M. D. 
Steve Marshall, M. D. 
Earl A. Latimer, Jr., M. D. 
D. H. Cahoon, M. D. 
H. D. Johnson, D. D. S. 


C. H. MASON, M. D. 
M. S. HART, M. D. 
R. F. BOVERIE, M. D. 
G. L. BLACK, M. D. 
R. S. CLAYTON, M. D. 


RADIOLOGY — PATHOLOGY — RADIOISOTOPES 


El Paso Medical Center Medical Arts Building 
1501 Arizona, Suite 2-A 415 East Yandell, Suite 105 
3-4478 3-7092 
El Paso, Texas 


BERNARD L. MELTON, M. D. 
0G. 
EYE, EAR, NOSE and THROAT 


Certified by American Board of Ophthalmology 
Certified by American Board of Otolaryngology 
Certified by International College of Surgeons 


GORDON J. McCURDY, M. D. 


Certified by American Board of Otolaryngology 
Fellow of American College of Allergists 
Eye, Ear, Nose, Throat, Fenestration and Allergy 


605 Professional Bidg. Phone: Alpine 3-8209 


PHOENIX, ARIZONA 
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LEROY J. MILLER, M.D. 
M. ROBERT KLEBANOFF, M. D. 
NEUROLOGICAL SURGERY 


106 S. Girard Ave. 5-4831 Albuquerque, N. M. 


CLINTON W. MORGAN, M. D. 
NEUROLOGICAL SURGERY 


215 Oak N. E. 3-6195 Albuquerque, N. M. 


J. H. MULLEN, D. D. S. 
GENERAL DENTISTRY 


(Special Consideration Given Children) 


1335 First National Bidg. 3-8687 El Paso, Texas 


A. WILLIAM MULTHAUF, M.D., F.A.C.S. 
UROLOGICAL DIAGNOSIS AND SURGERY 


1315 First National Bidg. 3-8986 


WALLACE E. NISSEN, M. D., F. A. C. S. 
W. W. KRIDELBAUGH, M. D., F. A. C. S 


GENERAL SURGERY 


Medical Arts Square 


801 Encino Place, Suite 35 3-2251 Albuquerque, N. M. 
THE ORTHOPEDIC CLINIC 
Orthopedic Surgery 


W. A. BISHOP, JR., M.D., F. A.C. S. 
ALVIN L. SWENSON, M. D. 
RAY FIFE, M.D. 
SIDNEY L. STOVALL, M. D., F. A.C. S. 


Diplomates of the American Board of Orthopedic 
DE WITT W. ENGLUND, M. D., ARTHRITIS 


1313 North Second Street — Phone ALpine 8-1586 — Phoenix, Ariz 


JAMES M. OVENS, M. D. 


Diplomate American Board of Surgery 


CANCER AND TUMOR SURGERY X-RAY AND 
RADIUM THERAPY 


608 Professional Building AL 4-1973 


Phoenix, Ariz. 


ROBERT E. PARKINS, D. D. S. 
GENERAL DENTISTRY 


(Special Consideration Given to Children) 


Suite 1E 1501 Arizona Street 
El Paso, Texas 


Phone 3-1245 El Paso Medical Center 


JACK C. POSTLEWAITE, M. D. 


Diplomate American Board of Internal Medicine 


NATHAN KLEBAN, M.D. 


INTERNAL MEDICINE 


1501 Arizona St. 


Suite 5 
El Paso Medical Center 2-1385 El Paso, Texas 


VINCENT M. RAVEL, M. D. 
CHARLES C. McVAUGH, M. D. 
— RADIOLOGY — 


Milis Building and 


800 Montana Street 2-3459 El Paso, Texas 


RISSLER-WOLLMANN CLINIC 
ROSS W. RISSLER, M. D. 


(Certified by the American Board of Internal Medicine) 
INTERNAL MEDICINE—CARDIOLOGY 


WALTER W. WOLLMANN, M.D., F.A.C.S. 


(Certified by the American Board of Surgery) 
GENERAL SURGERY 


2001 Grant Ave. 3-1601 El Paso, Texas 


ROY R. ROBERTSON, M. D. 
INTERNAL MEDICINE AND CARDIOVASCULAR DISEASES 


Medical Arts Square 


801 Encino Place, Suite 20 2-9619 Albuquerque, N. M. 


CECIL A. ROBINSON, M. D. 
Practice Limited to Orthopedics 


111 Pine St. 2541 Kermit, Texas 


J. S. RODEN, 


GYNECOLOGY 


W. S. PARKS, Jr., M.D. 
OBSTETRICS AND GYNECOLOGY 


G. H. LANG, M. D. 


OBSTETRICS 


108 N. Garfield St. 4-6592 Midland, Texas 
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S. PERRY ROGERS, M. D. 
ORTHOPEDIC SURGERY 


Sulte 2B El Paso Medical Center 1501 Arizona Street 
Phone 2-4433 El Paso, Texas 


GEORGE M. SCHLENKER, M. D. 
Practice Limited To Neuro-Psychiatry 
Medical Arts Building 


415 E. Yandel! Blvd. 3-7366 El Paso, Texas 


WILLARD W. SCHUESSLER, M. D. 


Diplomate American Board of Plastic Surgery 


DONALD H. EWALT, M. D. 


Plastic, Reconstructive Surgery and 
Maxillo-facial Surgery 


1501 Arizona St. Medical Center, Suite 4-C El Paso, Texas 


F. P. SCHUSTER, M. D. 

S. A. SCHUSTER, M. D. 
NEWTON F WALKER, M. D. 
EYE, EAR, NOSE AND THROAT-BRONCHOSCOPY 


First National Bldg. 2-1495 El Paso, Texas 


O. J. SHAFFER, D.D.S., F. A.C. D; 


(Diplomate American soard of Oral Surgery) 
ROY G. SLACK, D. M. D. 
ORAL SURGERY 


Suite 1D El Paso Medical Center 1501 Arizona Street 
Phone 3-6742 El Paso, Texas 


W. G. SHULTZ, M.D., F.A.C.S. 


Diplomate of The American Board of Urology 


E. R. UPDEGRAFF, M. D. 
1010 N. Country’ Club Road 


Telephone 5-2609 Tucson, Arizona 


D. J. SIBLEY, JR., M. D. 
GENERAL PRACTICE 


Box 367 Phone 584 Ft. Stockton, Texas 


EUGENE P. SIMMS, M. D. 


— GENERAL PRACTICE — 
Medical Arts Center 


1213 Tenth Street Phone 8 Alamogordo, N. M. 


GERALD A. SLUSSER, M.D., A. 1. C.S. 
SURGERY AND OBSTETRICS 


100 Booker Bidg. Phone 670 Artesia, N. M. 


LESLIE M. SMITH, M. D. H. D. GARRETT, M. D. 
DRS. SMITH AND GARRETT 
Diplomates American Board of Dermatology and Syphilology 


DISEASES OF THE SKIN 
X-Ray and Radium in the Treatment of Skin Malignancies 


Suite 3D El Paso Medical Center 1501 Arizona Street 
Phone 3-6172 El Paso, Texas 


M. P. SPEARMAN, M. D., F. A. C. S. 


Diplomate American Board of Otolaryngology 
EYE - EAR - NOSE - THROAT 


Suite 5C El Paso Medical Center 1501 Arizona Street 
Phone 2-6011 El Paso, Texas 


C. M. STANFILL, M. D. 
Diplomate American Board of Otolaryngology 
EAR, NOSE and THROAT 
Bronchoscopy — Esophagoscopy 


307 MEDICAL ARTS BUILDING 
415 East Yandel! Bivd. 2-9449 El Paso. Texas 


C. S. STONE, M. D., F. A.C. S. 
A. J. JENSON, B. A., M. D. 
V. M. HOLLAND, B. S., M. D. 


PHONES: 3-5323 - 3-3033 - 43-4427 


301 East Cain Street Hobbs, N. M 


JESSON L. STOWE, M.D. 
GRAY E. CARPENTER, M. D. 
GYNECOLOGY AND OBSTETRICS 


2323 Montana Street 2-4631 El Paso, Texas 


WINSLOW P. STRATEMEYER, M. D. 


Diplomate American Board of Neurological Surgery 
NEUROLOGICAL SURGERY 


101 Medical Arts Bldg. 
415 Yandell Blvd. 3-7551 


El Paso, Texas 
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ROBERT F. THOMPSON, M. D., F.A.C.S. 
(Certified by American Board of Urology) 


UROLOGY 


816-818 Mills Bidg. 2-4321 EI Paso, Texas 


TUCSON TUMOR CLINIC 
CANCER & ALLIED DISEASES 


LUDWIG LINDBERG, M. D. 
U. V. PORTMANN, M. D. 


721 N. 4th Ave. 3-2531 Tucson, Arizona 


TURNER’S CLINICAL 
& X-RAY LABORATORIES 


GEORGE TURNER, M. D. 
DELPHIN von BRIESEN, M. D. 


MEDICAL CENTER 


Phone: 2-4689 
El Paso, Texas 


1501 Arizona St. 
Building No. 6 
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W. E. VANDEVERE, M. D., F. A. C. S. 


Diplomate of American Boards of Ophthalmology and Otolaryngology 


W. G. MORROW, JR., M.D. 


Diplomate American Board of Ophthalmology 
OPHTHALMOLOGY 


1001 First National Bidg. 2-5629 El Paso, Texas 


RICHARD P. WAGGONER, M. D. 
M. S. (SURG.), F.A.C.S. 


GENERAL SURGERY 


504 N. Richardson St. Phone 208 Roswell, N. M. 
L. E. WILCOX, M. D. 
RUSSELL L. DETER, M. D. 
HERMAN RICE, M. D. 
GENERAL AND THORACIC SURGERY 
El Paso Medical Center 1501 Arizona Street 


Suite 5E 


Phone 2-6529 El Paso, Texas 


HOTEL DIEU 


HOTEL DIEU, 


SISTERS’ 
HOSPITAL | 


Operated in Conjunction With 
San Jose Clinic and 
St. Joseph’s Maternity Unit. 


Fully Approved by the 
Joint Commission on 
Accreditation of Hospitals. 


EL PASO, TEXAS 


HOTEL DIEU 
SCHOOL OF 
NURSING 


Fully Approved by the National 
Nursing Accrediting Service. 


For Residencies: Apply to 

Sister Roberta, Administrator. 
For School of Nursing: Apply to 
Sister Mary Bernadette, Director. 


EL PASO, TEXAS 


SCHOOL OF 
MEDICAL 
TECHNOLOGY 


Fully Approved by the 
American Medical Association, 
American Society of Clinical 
Pathologists, and Registry of 
Medical Technologists. 


EL PASO, TEXAS 


1307 N. Mesa_ El Paso, Texas 


The Della Rose 
Maternity Home 


Phone 2-8015 


Private, Licensed, Pre-Natal Home for Unwed Mothers. 
Staff includes leading Southwestern obstetricians. 
Delivery in a fully accredited El Paso hospital. 
Adoption arranged through licensed agency. 
Registered nurses on, duty at all times. 
Correspondence and Interviews Strictly Confidential. 


(MRS.) NETTIE V. BAIRD, R. N., Director 
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Southwestern General Hospital 


Approved by the Joint Commission on Accreditation of Hospitals 
Member Hospital: 
American Hospital Association 
Blue Cross of Texas 


Open Staff 


COTTON AVENUE AND ERIE STREET O 


Zi 24530, 


SANATORIUM 


Ke Phoenix Institute of 
sass wart thitytoonh NEUROLOGY & PSYCHIATRY 


At Camelback Road 


Director 
AM 6-7238 OTTO L. BENDHEIM, M.D. Phoenix, Arizona 
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METANDREN LINGUETS 


the most potent oral androgen 


FEMANDREN LINGUETS 


the most potent oral estrogen with the most potent oral androgen 


Buccally or sublingually absorbed tincuets by-pass liver 
inactivation or gastric destruction—are virtually as potent as parenteral 
steroids—provide effective, convenient, low-cost hormone therapy. 


Supply: Metandren Linguets, 5 mg. (white, scored) and 10 mg. 
(yellow, scored). Femandren Linguets (green, scored), each containing 
0.02 mg. ethinyl estradiol and 5 mg. methyltestosterone. 


Metandren® (methyltestosterone U.S.P. 
Femandren® (methyltestosterone with ethinyl estradiol cisa) 
Linguets® (tablets for mucosal absorption cis) 


C IBA Summit,N. J. 
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